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F 000 | INITIAL COMMENTS ' F000] p225:
Complaint reported to Administrator
An annual survey and complaint visit was during survey on March 1, 2010 and :
conducted at the facility from February 23, 2010 investigation re-opened as alleged abuse.; 3}!8‘/] fa]

through March 4, 2010. The deficiencies
contained in this survey are based on
observations, interviews, review of residents'

E16 placed on administrative leave,
protecting R105, during the

clinical records, and review of other facility investigation. Reporting and
documentation as indicated, The survey sampie investigation procedures followed.
included forty (40) admission and thirty (30) (Attachment F225: 1 and 2) .

census residents in Stage I. The Stage Il sample
included thirty-three (33) residents.
F 225 | 483.13(c)(1)(i)~(ii), (c)(2) - (4) F 225

$s=D | INVESTIGATE/REPORT All residents have the potential to be

ALLEGATIONS/INDIVIDUALS affected and the following corrective
' .| actions are being taken: .

The facility mqst not emp!oy individua_nls who have Staff {all) re-education on abuse, neglect, 4/}31 16

ictagiing esicents by 3 cautsof o have mistreatment, and misappropriation ¢

had a ﬁnd%g entered ir¥to the State nu'rse aide (Attachment F225: 3) beginning ! i

regisiry concerning abuse, neglect, mistreatment 3/30/2010.

of residents or misappropriation of their property; Staff (all) re-education on resident

and report any knowledge it has of actions by a complaints and accountability to

fsodt_lrt ttnf Ia\r\;_fgains%t an employee, which vgguldr immediately report to Administrator with

indicate unfitness for service as a nurse aide o : p P

other facility staff to the State nurse aide regisfry signed "Memorandum of Accountability’
documented to personnel records

or licensing authorities.
{Attachment F225: 4) beginning
| The facility must ensure that all alleged violations 4/5/2010.
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported : : : .
immgc?iatgiy o the administraptorpofr?f/le facility and Daily review of resident complaints
to other officials in accordance with State law documented on Incident Report

| through established procedures (including to the (Attachment F225: 5) forms will be ey / /o
State survey and certification agency). reviewed by Resident Protection
_ ) Committee (Attachment F225: 6) to
The facility must have evidence that all alleged _ ensure that complaints are defined

vielations are thoroughly investigated, and must
prevent further potential abuse while the

{ORATORY DIRECTOR'S OR,FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

Ay Adrinatados 4/a0/10

-+ deficlency statemen’t ending with an asterisk (’5 denotes a deficiency which the institution may be excused from corecting providing it is determined that
zr safeguards provide sufficient protection to the patients. (See instructions.) Execept for nursing homes, the findings stated above are dlsclos_sable 00 days
rwing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsclosgbfe 14
s following the date these documents are made available to the faciiity. If deficlencles are clted, an approved plan of correction is requisite to continued
yram participation,

properly to discern potential allegations !

(X6) DATE
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F 225 | Continued From page 1 F 225

investigation is in progress.

The resulfs of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including io the State survey and
cerfification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

g’his REQUIREMENT is not met as evidenced
v

Based on interview, record review and review of
other facility documentation it was determined
that for one (R105) out of 33 sampled residents
the facility failed to report an allegation of abuse
to the state agency (Division of Long Term Care
Residents Protection, DL.TCRP) and failed to
protect the resident and prevent further potential
abuse while the investigation is in progress.
Findings include:

1. Interview with R105 on 3/1/10 and review of a
facility reportable event form dated 2/16/10
documented that the resident (R105) alleged that
on 2/13/10 while aide E16 was getling her ready
for bed by transferring her in the sit to stand jift
the strap was around her arm instead of under
her arm. The resident alleges she asked E16
what she was going to do. R105 alleged that E16
said "we will just have to cut your arm off". R105
had an amputation to her left leg and paralysis to
the left side of her body from a stroke.

R105 revealed that she did not immediately report
ihe incident but waited and talked to the charge
nurse E13 on 2/16/10. The charge nurse E13

F225-continued

of abuse, neglect, mistreatment, and
misappropriaticn.

Investigations of abuse, neglect,
mistreatment, misappropriation will
determine other staff knowledge of
complaint. Reasonably substantiated %
variances in staff accountability will result;
in corrective action as outlined in the
“Memorandum of Accountability”.

Audits of Resident Protection Commitiee
review of complaints initiated 4/1/2010 :
with corrective action taken for variances.| 4f)5 Jre
(Attachment F225: 7). '
Results of the audit will be submitted to
Administrator and Facility Operations
Committee of QA/PL. Further audit
necessity will be determined after a 3
month time frame.
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Continued From page 2

completed an incident report and collected staff
statements on 2/16/10. E16 denies the allegation
and there had been no identified wiinesses.
Interview with the DON, E2 revealed that this
incident was freated as a grievance/concem not
as an allegation of abuse.

A statement provided by aide E17 revealed that
on 2/14/10 he assumed R105's care part way
through the shift and the resident verbalized the
above incident to him. There was no evidence
that E17 reported this fo his supervisor or any
other facility staff.

The facility's procedure "Abuse - Definitions &
Investigation" defines emotional abuse as "which
includes but is not limited to ridiculing or
demeaning a patient or resident, making
derogatory remarks to a patient or resident or
cursing directed towards a patient or resident. or
threatening to inflict physical emotional harm on a
patient or resident". The policy stated that the
facility will protect and promote safety of the
resident during any alleged abuse investigation,
From 2/16/10 until 3/1/10 E16 continued to care
for R105.

The policy also indicated that allegations of abuse
were raportable to the state agency (DLTCRP).
The facility did not report this allegation to the
state agency and failed to profect the resident.
483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promeote care for residents in a
manner and in an snvironment that maintains or
enhances each resident's dignity and respect in
full recognifion of his or her individuality.

D PROVIDER'S PLAN OF GORRECTION {xs)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DAT
DEFICIENCY)
F 225
!
F 241
F241: :
No known or identifiable resident to be |
found to have been affected resulting by]
this deficient practice. [
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F 241 | Continued From page 3 F 241 | E241 continued: ]
. All residents have the potential to be
This REQUIREMENT is not met as evidenced affected by the same deficient practice. | 4/13//2
by: Staff (all) re-education regarding proper |
Eaﬁ?g ]?’?I octjnfervationsti; was determineqéggtiéh: gloving and resident dignity will begin by’
acility failed to ensure the care was provi ) :
manner that enhanced resident dignity. Findings 3/31/2010 (Attachment F241: 1)
include: '
Audits for gloving and resident dignity 4/[3/!0
1. General dining observation on 2/23/10 at will be conducted daily
12:34 PM revealed aide E19 feeding resident (Attachment F241: 2 ), beginning
(88#1) lunch wearing gloves. There was no 3/30/2010.
indication for the use of gloves. The aide was not
touching the residents food. L .
Results of the audit will be submitted to - |y I (3]0

2. On 2/26/10 at 12:30 PM dining was cbserved in
the 1st floor main dining room. Activity staff E20 -
was observed walking around talking to residents
with gloves on. There was no indication for the
use of gloves,

3. Cross refer F441.

R167 was observed on 2/24/10 at approximately
10:35 AM wearing personal protective equipment
including gown and gloves and being transported
by therapy department staff (£9) who had on both
gown and gloves. Subsequent observation of
R167 on 3/1/10 at approximately 11:15 PM
revealed R167 being transported in a wheelchair
by E9 who had gloves on. Review of R167's
March 2010 Physician's Order Sheet noted an
order for contact precaution.

Review of facility's policy titled "Contact
Precautions Protocol" indicated for transporting
resident, "immediately before leaving room with
the resident, remove gown and gloves at doorway
and discard in trash can. Clean hands."

Interview with the Program Direcior of Therapy

Administrator and Resident Experience
Committee of QA/PI. Further audit
necessity will be determined aftera 2
month time frame.
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F 241 | Continued From page 4 F 241| F248:
(E10) on 3/3/10 at approximately 2 PM confirmed Resident #78 was reassessed on
that the above policy was not followed by the 3/29/2010 and care plan updated on 3 /,;\:q/lc
facility staff, thus, failed to ftreatlthe_ residentin a 3/29/2010 that reflects individualized
manner that enhanced resident's dignity. . -
F 248 | 483.15(f(1) ACTIVITIES MEET F 248] interests, strengths, and current abilities.
55=p | INTERESTS/NEEDS OF EACH RES As a result of the assessment, the care
plan was updated and changed to reflect
The facllity must provide for an ongoing program goals for participation and engagement in
g activities }fesigned to meet, rl]'; ?ﬁg?;?:%cs‘is"‘g;h 5 activities to include, “Resident will :
& caomprehensive assessment, . X
the ph?sri)cal, mental, and psychosocial well-being respond to the program s topicof
of each resident. conversation for 10-15 minutes during !
' reminisce programs, 2-3 times per week
by re-evaluation date” and “Resident will
ghlS REQUIREMENT Is not met as evidenced follow the activitv program’s content,
Y- . . . AEB eye tracking, facial grimace, during
and record s
rBe?/?:vcfzc:? v(;:: ?ﬂrevtaetrlgq?ﬁeg] ﬁ;\;!?;\; 2 out of 33 sensory activities, 1:1 (one-to-one)-2-3 |
residents (R78 and R22), the facility failed to times per week by re-evaluation date”. |
provide an ongoing program of activities to meet The individualized approaches for
the needs and interests of each resident. resident #78 are: 1. Invite to group
Findings include: activities early to allow Resident time to
1. According to the annual MDS (minimum data express feelings about family, loss of
set), dated 01/14/10, R#78 was a totally roles; 2. Show Resident understanding if
dependent, wheel chair-bound resident, who crying out occurs; 3. Provide 1:1 activities
could communicate preferences for aciivities. of stated interest, e.g., talk about fire
This resident was observed, on 02/26/10 and department, hunting, baseball, fishing; 4.
03{01110 through 03/04/10, fo be wheeled to th_e Compliment Resident on activity
dining rcom for meals, afterward, returned fo his R . L,
reom to watch television or sieep. No other participation; 5. Respect Resident’s right
activities were observed for this resident. When to refuse activities.
interviewed, this resident expressed interest in at (Attachment F248: 1, 2, 3)
least tiwo scheduled activities, bingo and crafts.
civiles. - AGiios sesessmont o 11112108 Resident #22 was reassessed on
: _ - : 2/24{2010 and 3/29/2010 and care plan
and 01/20/10 revealed that the resident enjoyed updated on 3/29/2010 that reflacts 32 /;Q alio

music and entertainment. The MDS indicated a
preference for music. Interview with E11 of the

individualized interests, strengths, and
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F 248 | Continued From page 5 F 248 | F248 continued: ”
management team, on 03/03/10 at 12:50 PM, current abilities. As a result of the
indicated that the activities staff assighed to the assessment, the care plan was updated
area were newly hired and still orienting. and changed to reflect goals for
2. According to the quarterly MDS, dated par.t'.c'.patmr.' and engﬂagefnent m_
02/17/10, R#22 was a totally dependent, gerry activities to include, “Resident will attend
chair-bound resident, who could not communicate specialized, smaller group activities for a
preferences for activities. This resident was 15 minute duration, 2-3 times per week
chserved, on 02/26/10 and 03/01/10 thrpggh by re-evaluation date”; “Resident will
03/04/10, to be wheeled io the private dining respond to activity visits within the
room for meals, afterward, returned to her room. setting of the Resident’s assessed
Family interview on 03/ 03/10 indicated that she 1 ’ e
enjoyed music in the past. Activities assessment preference, 2-3 times per week by re-
from 09/07/08 and 08/23/09 indicated a evaluation date”; and “Resident will
preference for music and entertainment. The participate without signs/symptoms of
annual MDS, dated 08/19/10, indicated increased anxiety in music-related
preferences for music, spirituall refigious activities, 2-3 times monthly, according to
activities, and talking/conversation. Two music Monthlv Activity Calend ine b '
activities were observed during the survey and onthly Activity Calendar posting by re- |
the resident attended neither. [nterview with £11 evaluation date. !
of the management team, on 03/03/10 at 12:50 The individualized approaches for 3
PM, indicated that the activities staff ass_,igned to resident #22 are: 1. Approach Resident i
Eo78 ;g%azrg(a ;’Vea‘j Resvgéglsrel\ﬂdE?\ln? still orienting. £ 975 | 10 Offer group activities when Resident 1
20(g) - . !
$8=B | ACCURACY/COORDINATION/CERTIFIED appears relaxed,; 2. Promote r
participation in activities similar to !
The assessment must accurately reflect the Resident’s past enjoyments such as
resident's status. Country Music, Big Band Music, outdoor
) ) activities (sensory for flowers,
A registered nurse rpust conduct or coordinate gardening).; 3. Observe Resident for signs
each assessment with the appropriate d symptoms of escalati
| participation of health professionals. and symptoms ol escaiating
tension/anxiety/over-stimulation.; 4.
A registered nurse must sign and ceriify that the Offer activity visits in Resident’s own
assessment is completed. room, near Nurse's Workstation.; 5.
Review “Looking at the Person”, to assess
Each individual who completes a portion of the e . ]
assessment must sign and cerlify the accuracy of additlo.nal poten_tla! |n’teresf:.f 6.
that portion of the assessment. Compliment Resident’s positive

M CMS-2567(02-98) Previous Versions Qbsolele

Event [D:50WE11

Facility 1D: DE0O120

If continuation sheet Page 6 of 36



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

085040

PRINTED: 03/17/2010
FORM APPROVED
* OMB NO. 0938-0391
(X2} MULTIPLE CONSTRUCTION - (X3} DATE SURVEY
COMPLETED
A BUILDING
c
8. WING 03/04/2010

NAME OF PROVIDER OR SUPPLIER

LIFEGARE AT LOFLAND PARK

STREET ADDRESS, CITY, STATE, ZIP CCDE
715 E. KING STREET

SEAFCRD, DE 19973

PROVIDER'S PLAN OF CORRECTION

(X5}

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATQORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
F 278 | Continued From page 6 F 278 | F248 continued: ”
participation and responses.; 7. Keep a
Under Medicare and Medicaid, an individual who conscientious balance between resident’s
willfully and knowingly certifies a material and need for both stimulation and relaxation.
fals-e stateme_nt_ in a resident assessment is (Attachment F248: 4,5,6)
subject o a civil money penalty of not more than
$1,000 for each assessment; or an individual who . .
willfully and knowingly causes another individual All residents have the potential to be y J1o
fo certify 2 material and false statementina affected by the same deficient practice
resident assessment is subject to a civil monsy with the following corrective actions
penalty of not more than $5,000 for each taken: !
assessment: Activity staff education on 3/23/2010
Clinical disagreement does not constitute a regarding resident participation in
material and false statement. meaningful activities based on assessed
' interests of the resident (Attachment
) ) ) F248: 7). .
g}';'_ls REQUIREMENT is not met as evidenced Consultant provided education specific to'
Based on record review and interview, it was F248 on 4/1/2010 (Attachment F248: 8). j
determined that the facility failed to accurately
code the Minimum Data Set (MDS) assessments Implementation of enhanced Resident
for three (R14, R96 and R99) out of 33 sampled Activity Assessment {Attachment F248: _
residents. Findings include: 9) and Program Attendance Record i 15jre
1. Review of R86's annual MDS assessment (Attac_:hment F2,4 8 19) to facmtate.the
dated 11/2/09 indicated a current diagnosis of tracking of participation and coordinate
dehydration. Record review lacked evidence of the facilitation of increased participation
dehydration for the review period. Interview with based on the changing interests of the
the Registered Nurse Assessment Coordinator resident population and provide outcome
(E14} on 3/3/10 at approximately 9:45 AM T
revealed that R96 had a history of dehydration, Za;;g OTS asurements, beginning
thus, this was coded on the MDS. Interview with 4 :
the Director of Nursing {(E2) on 3/3/10 at
approximately 11:50 AM confirmed inaccurate Audits of participation levels and
cading of dehydration. i -
g Y congruency to resident-centerad y / /5 o

2. Review of R99's admission "Skin Care
Evaluation and Treatment Record" dated 10/2/09
documented a pressure ulcer of the coccyx that

interests will be conducted on a weekly
basis beginning 4/1/2010 (Attachment
F248: 11).
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F 278 | Continued From page 7 ’ i F278| F248 continued: ’
: was unstageable due to the presence of slough Results of the audit wi . |
{color of wound noted to be tan). Although R99 Administrator aug RWI!Lbe Sme[t.t ed to |
had one unstageable pressure ulcer as noted on : and nesicent Experience | 4[&0[’ 0
the above record, review of R99's admission Commfttee of QA/PI. Further audit
MDS assessment dated 10/12/09 failed to code necessity will be determined after a 3.
this in Sections M1 and M2. Interview with E14 maonth time frame. i
on 3/1/10 at approximately 12:30 PM confirmed ;
omission in coding and the above description of
the skin impairment should have been coded as a F278:
stage IV pressure ulcer on the MDS. MDS diagnosis corrected for R96 on
* 3-3-2010 which eliminated the incorrect
3. R14 had MDSs dated 11/6/09 and 2/17/10 that . . . . o
indicated he was on a "any scheduled toileting d!agnos!s of deh\{dratlo_n ?5 acurrent 5,'? "’I f
plan”. An interview with nurses E3 and E21 diagnosis. The diagnosis list currently ‘
revealed that the resident was not on a teileting listed on the MDS reflects only current
plan because he knew when he had to go to the diagnosis(s).
bathroom and called staff for assistance. {Attachment F278: 1). :
F 279 [ 483.20(d), 483.20(k)(1) DEVELOP F279| MmDs coding corrected for R99 on 5
58=D | COMPREHENSIVE CARE PLANS '
: 3-15-2010 '
A facility must use the results of the assessment (Attachment F278: 2). '
fo develop, review and revise the resident's MDS coding corrected for R14 on
comprehensive plan of care. 3-26-2010
The tacility ¢ devel hensi (Attachment F278: 3).
& facility must develop a comprehensive care : s . .
plan for each resident that includes measurable A"_[M ,DS coc:;ng reladtmg t? dl;gnosE g /e / 19
objectives and timetables to meet a resident's toileting and wound staging have the
medical, nursing, and mental and psychosocial potential to be affected by this deficient
needs that are identified in the comprehensive practice.
assessment. An audit of all current MDSs for diagnosis
' and coding for toileting and wound
The care plan must describe the services that are tagi ! ﬁ b ore ;nf db 4_:‘:{]2010 &
to be furnished to attain or maintain the resident's Staging will be comp_ e: ed by - 0 ,
highest practicable physical, mental, and ensure no other deficient practice and or
psychosocial well-being as required under correct. (Attachment F278: 4)
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due io the resident's exercise' of rights under
§483.10, including the right to refuse treatment
Facility iD: DE00420 If continuation sheet Page 8 of 36
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under §483.10(b)(4). MDS Coordinator education regarding 4"/ to
diagnosis and coding for toileting and :
This REQUIREMENT Is not met as evidenced wound staging by 4-1-2010.
by: (Attachment F278: 5) _
Based on record review and interview it was MDS Audit (Attachment 278: 6) will be
determined that for three (R28, R16 and R131) completed weekly, prior to MDS
out of 33 sampled residents failed to have a care submission, beginning 4/5/2010.
plan for an identified care need. Findings include: )
1. Cross refer F309 example #1 Results of the atfdit will be subn-ﬁitted to Y l 5 /(0
R28 was admitted fo the facility on 1/20/10 Director of Nursing and Professional ]
following back surgery on 1/18/10. The resident Practice Committee of QA/Pl. Further
was being treated daily for pain with routine and audit necessity will be determined after a
as needed (prn) pain medications. 3 month time frame. ’
The facility initiated a care plan for pain. The care
plan failed to identify the location and intensity of
the pain and failed to be revised when R28
developed a second source of pain. The care E279:
plan goal was to verbalize effectivenass (pain Resident #R28’s care plan was reviewed I 3, zz)i0
relief) by a decrease of pain by rating one point and updated on 3-22-2010 for painto !
a?tcor_d;ng to g_le P?_irf: scalgdwittt?in 30 minufes , include location and intensity of first paim’
after intervention. The resident's pain assessmen . . ‘
of an acceptable pain level of 3 - 4 with a goal of S't?‘ c?mprehenswe care plan for second |
0 -1 was not used in developing the care plan. pain site (Attachment F279: 1).
Resident #R28's care plan was reviewed | |z /4)i0
2. Cross refer F328 example #2 and updated on 3-4-2010 for insomnia
R28 was on Trazodone (an anti'dEPressant used and effectiveness of medication in the
for insomnia} every evening as needed for treatment of insomnia
insomnia. The resident requested the medication (Attachment F279: 2)
almost every night. The resident did not have a ) g N ]
care plan that addressed insomnia as a problem. Resident #R16 was LOA from facility until 3/26 / 10

3. R16 had diagnoses that included fluid
overload, peripheral edema, chronic obstructive
pulmonary disease (COPD) and sleep apnea.
The resident was taken to the hospital twice
(1214109 and 1/2/10) during her confinement with

3/26/2010 at which time the re-
admission care plan was reviewed and
updated on 3-26-2010 for fluid overload,

(Attachment F279: 3).

peripheral edema, COPD and sleep apnea;
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an exacerbation of one or more of these
problems. Although the facility indicated they
were initiating care plans for these problems none
were available on the clinical record at the time of
the survey.

4. Cross rafer F309, example #2.

R131 was admitted to the facility on 2/1/10 with
diagnosis including lower back pain. Review of
the admission pain assessment dated 2/1/10
indicated R131 was experiencing pain in her right
hip and R131's acceptable level of pain was "6"
and her goal for pain control was "2."

A care plan for pain related fo arthritis and chronic
back pain implemented on 2/1/10 included
expected oufcomes. It also incorporated
alternative methods of pain management will be
assessed for and utilized through the
confinemeant. In addition, R131 would verbalize
effectiveness of the intervention by decrease of
pain rating by onie point on the pain scale.
Interventions included staff to assess for level of
pain using 0-10 pain scale, every shift if
patient/resident complains of pain or receives
analgesics. Although R131 conveyed her
acceptable level of pain and goal for pain control,
the care plan failed fo incorporate this into the
care plan.

Above findings reviewed with administration on
3/4/10 at approximately 3 PM.

483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced

F279

F 281

F279 continued:

-

Resident #R131’s care plan was reviewed
and updated on 3-6-2010 for pain
management, including goal
{Attachment F279: 4).

Al residents have the potential to be
affected by the same deficient practice
with the following carrective actions to
be taken: f
Staff will be re-educated on
comprehensive care plans beginning
4/5/2010 (Attachment F279: 5).

All care plans will be audited for ;.
appropriate interventions as indicated by
resident diagnosis, need for pain
management, and hypnotic/psychotropic
medication. (Attachment F279: 6).

Audits will be completed on a weekly
basis thereafter, in conjunction with care |
plan schedule (attachment F279: 6). ]

Results of the audit will be submitted to
Director of Nursing and Professional
Practice Committee of QA/Pl. Further
audit necessity will be determined after a
3 month time frame.

zfult®

yleafre

4|19/

o fadfto
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Based on clinical record review, observation, R28's pain management was corrected to|
interview, and review of the facility's policy and meet professional standards. {CR F309). |
professional references it was determined that for R28’s care and services includes pain '
three (R28, R131, R34) out of 33 sampled management to attain the highest
residents the facmFy failed tg ensure current | practicable physical, mental, and
standards of practice were implemented by h ial well-being. i d
professional staff. Two residents R28 and R131 psychosoclal well-being, In accordance
pain management did not meet current standards | with the comprehensive assessment and
of practice. For R34 facility staff crushed three plan of care. y
medications that were not approved for crushing R28’s pain was reassessed beginning on
based on current standards. Findings include: 3/5/2010. Subsequent to the
1. Gross refer F309, example #1. assessment(s), the plan of_calre was ,
The facility failed to ensure that the pain updated and changed beginning 5! s/to
management for R28 met the professional 3/5/2010 to include:
standards of clinical practice as defined by the R28’s acceptable level of pain was 3-4 out
American Geriatrics Sociefy. [n p_ar’ciculgn:, the of 10 (represents “mild”/"discomforting”)!
facility failed to have a system which facilitated with a pain goal of 0-1 out of 10

regular assessments of pain including intensity
and Jocation experienced by R28 and
effectiveness of treatment.

{represents “no pain”/”mild”). ]
Non-pharmaceutical interventions are
exercise (ROM), physical therapy, .

: occupational therapy, positioning, and !
2. Cross refer F309, example #2. relaxation techniques. \

- The facility failed to ensure that the pain - r .
management for R131 met the professional Physician notification with orders

. l
standards of clinical practice as defined by the received: i,
American Geriatrics Society. In parficular, the March 5, 2010: Physician orders received |
facility failed to have a system which facilitated to increase the frequency of PRN :
regular assessments of pain and evaluation of the Oxcodone IR from every 6 hrs to every 4 |
effectiveness of the interventions implemented for hrs PRN; l
R131. Orders received from Neurosurgeon for \'1
3. R34 was admitted to the facility on 12/9/10 with MRI {scheduled for March 19, 2010) with |
diagnoses that included hypertension, coronary follow-up; Neurosurgeon '
artery disease, congestive heart failure and AAA recommendation continuation of physicat
2.8 cm (Abdominal Aortic Aneurysm 2.8 therapy.

centimeters).
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During observation of medication administration
for R34 on 2/26/10 at 10:05 AM, E23(RN) stated
that the resident "gets all medications crushed."
E23 crushed all of the medications to be given,
except the Gabapentin 300 milligram capsule,
and mixed them into pudding. Then E23 opened
the Gabapentin capsule and mixed the contenis
into the pudding/medication mixture and
administered the mixture to the resident with a
spoon.

Review of the physician's orders signed on
2/10/10 did not reveal an order to crush
medications. -

The ordered medications that were crushed
included: _

1) Felodipine ER (extended release) 5 mg
(milligram) tab. (tablet) SR 24H (hour) 1 tab by
mouth every day

2} Isosorbide Mononitrate F/C 30 mg tab. SR
(sustained release) 24H, 1 tab.by mouth every
day for hypertension

3) Klor-Con M10 10 meq (millequivalents) tab
PRT SR, 1 tab by mouth every day for
supplement

Review of the Medication Administration Record
(MAR) revealed that each entry for these
medications included precautions against
chewing and crushing. The Klor~Con entry on the
MAR further indicated that it may be mixed in
wafer. These medications were also listed on the
"Do Not Crush" list locatad in the back of the
MAR binder.

During an interview with E23 on 2/26/10 at 2:30
PM, when informed that the above listed
medications should not have been crushed prior

March 10, 2010: Primary physician
notified and order received for Oxycontin
increase to 60 mg, twice per day.

March 16, 2010: Paxil increased to 40
mg, by mouth, daily. Oxycontin increased
to 80mgs in morning, continue with 60
mgs in the evening. Neurosurgeon
notified regarding pain, order received
for lumbar MR, !
March 18, 2010: R28 physician visit to
orthopedic surgeon results received that
include: benign left knee exam and x-
rays; mild evidence of L5/S1 root
irritation-recommendations to continue I
to exercise bilateral lower extremities, J
frequent short walks, evaluation by |
neurosurgeon guestionable residual
lower back pain with scar tissue; no
limitations with follow up in 6-8 weeks.
March 19, 2010: Primary care physician
notified of pain and new order for Motrin
800 mg, every 8 hours as needed,
received. MRI completed.

March 24, 2010: Primary care physician
notified of pain with Oxycontin IR 10 mg
1 time dose. Neurosurgeon notified of
MRI results and pain with new orders
received for Medrol dose pack.
Appointment made with Neurosurgeon
for 3/26/2010.

March 26, 2010: Neurosurgeon
appointment with no new medication
orders received, continue physical
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to administration and they were listed on the "no
crush list" in the MAR binder, the employee
indicaited that he did not know there was a "no
crush [ist" in the MAR binder and went to the
binder to look for it.

During an interview on 2/26/10 at 2:30 PM, the
Pharmacist (E25) stated that the (above listed)
pills shouid not have been crushed since they are
sustained release or extended releasea.

During an interview on 2/26/10 at 2:30 PM, when
informed that the administered medications listed
above were crushed, the Charge Nurse (E24) and
Education Coordinator (E5) indicated that the pills
should not have been crushed.

During an interview on 3/1/10, the Director of
Nursing (E2) was informed that the administered
medications listed above were crushed. When
asked E2 indicated that the facility ufilizes
standard references to include the "Omnicare
Manual (facility's pharmacy), the Nurse's Guide to
Drugs and the Physician's Desk reference" for
medication administration,

Review of the "Omnicare, Inc. Policy #6.0
General Preparation and Medicatioh
Administration” dated 12/18/08, revealed
"Applicability, This Section 6.0 sets forth the
procedures relating to general dose preparation
and medication administration."

"2. Dose preparation. 2.7 Facility staff should not
crush oral medications without a
physician/prescriber's order. Facility staff should
crush oral medications cnly in accordance with
Pharmacy guidelines and/or Facility policy."

therapy, occupational therapy and order
to discharge home and follow up with
pain management physician.

March 31, 2010: R28 discharged home.
Beginning March 5, 2010 through March
15, 2010, R28's pain rating prior to
administration of an analgesic averaged 8
out of 10(8 represents “terrible”, |
according to facility pain assessment
scale) and R28’s pain rating, after
receiving an analgesic, averaged 3 out of
10 (3 represents “mild/discomforting” :
according to the facility pain assessment i
scale), demonstrating the assessment of i
the effectiveness of the medication i
administered. !
Beginning March 16, 2010 through March!
26, 2010, R28’s pain rating prior to '
administration of an analgesic averaged 7'
out of 10 {7 represents
“distressing/terrible”) on the

assessments documented. R28's pain’
rating, after receiving analgesic, averaged
4 out 10(4 represents “discomforting”)

on the assessments documented,
demonstrating the assessment of the
effectiveness of the medication
administered.

March 27, 28, 29, 30, and on date of
discharge, R28 did not require any PRN
medications to manage pain.

R28 did not miss any therapy sessions
due to pain, continued to progress and
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Review of the "PDR 2009 Edition of the Nurse's F281 continued:

Drug Handbook" in the Garden Unit nursing meet defined goals up to and including a

?tatjgni rg‘\/t_ealed“t_l!:\ekfoilow(ljr_]g: o whole and not level of independence to return home

} Felodipine - "Take medication whole and no which she accomplished on March 31,
to crush or chew the tablets.
12) Klor-Con - "Swallow tabs whole - may break 2010.

in haif and dissolve in 4 ounces of water." (Attachment F309: 1).

Review of the "Nursing 2010 Drug Handbook” R131's care and services includes pain

found on the Gardgn Unit, marked with "1st floor, management to attain the highest

revealed the following: ticable ohysical tal. and

1} Felodipine - "Give drug whole, don't crush or practica Ef physica ,.mer! al an

cut tablets." psychosocial well-being, in accordance

2} Klor-Con - "Don't crush sustained-released with the comprehensive assessment and

forms" plan of care. '

3) lsosrbide - "...swallow oral tablets whole. R131’s pain was reassessed, by location, |3 //5//0
F 308 | 483.25 PROVIDE CARE/SERVICES FOR F 309

$8=G | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review, inferviews and
observation it was determined that two (R28 and
R131) out of 33 sampled residents failed to
receive the care and services necessary to
ensure adequate pain relief, It was determined
that the facility failed to reassess and failed to
monttor the effectiveness of R28's pain

on 3/15/2010, to include lower back pain.
Subsequent to the assessment, the plan f
of care was updated and changed on
3/15/2010 to include:

R131’s acceptable level of pain was 6 out
of 10 (6 represents “distressing”) with a
pain goal of 2 out of 10 (2 represents
“mild”}.

Non-pharmaceutical interventions are
positioning, touch stimulation, relaxation
technigues, and distraction.

Physician notification with new orders:
March 8, 2010: Primary Physician '
changed order for Tramadol 50 mg,
previously PRN, now twice per day.

March 9, 2010: Primary Physician
initiated order for Tylenol 650 mg, every

management Interventions related to lower back 6 hours PRN.
pain and knee pain. This failure and the failure in
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conc’;acting the attending physician each time the March 11, 2030: Primary Physician
medication was not effective resuited in the pain o 7
level remaining at unacceptable levels between 8 initiated order'for Hdoderm patch to
and 10. The facility failed to reassess and lower back, daily.
monitor the effectiveness of R131's pain For the period of March 5 through 30,
management interventions as it related fo 2010, R131’s pain rating, prior to
re:’sid.ent's goals and current standards of practice, administration of analgesic, averaged
Findings include: 4.75 out of 10 {4.75 represents
1. R28 was readmitted 1/20/10 post “discomforting’) on the assessments
hospitalization following back surgery documented. R131’s pain rating after
{microdiskectomy for L4/5 on 1/18/10). The receiving analgesic averaged 1.5 out of 10
resident's diagnoses included left fofal knee {1.5 represents “No Pain”/"Mild) on the
replacement (April 2009), diabetes, seizures, assessments documented.
degrdession, pain, hypothyroidism, hypertension,
and deconditioning/weakening. Hospital . . .
discharge orders f%r pain megicaﬁor?s were R131 did not miss any therapy sessions
oxycodone 10/325 mg 1 tab q 4 hours for pain due to pain, continued to progress and
and motrin 300 mg pr for pain. meet defined goals up to and including °
. “met maximum rehabilitation potential”
The resident's initial pain medication orders wete on March 23, 2010 when she was
oxycontin 10 mg bid (twice a day) for pain, disch d f’ killed th
percocet 5/325 mg 1 tab for moderate pain or 2 ischarged from skied therapy.
tab for severe pain Q 4 - 6 hours prn as needed, (Attachment F309: 2).
and motrin 300 mg prn for pain (resident never
requested or received dc'd 2/2/10). R131's pain management was corrected
R28 was alerf and oriented. The resident to meet professional standards (CR F309).
admission MDS dated 1/30/10 documenied the , s
resident had pain and idenified the sites as the F34's physician’s arders were corrected
back, joint and other unspecified sites with a to include “All medications that can be
frequéncy as daily and an intensity that was crushed, may be crushed” on 2/26/2010
horrible to excruciating. (Attachment 281: 1). 3/5/ /e
The resident's admission pain assessment R34 has a physu_:lan f order, ‘.jat?d
‘(unsigned and undated} indicated the resident 2/26/2010, stating, “All medications that
had daily pain to the lumbar back area that was can be crushed may be crushed”.
throbbing and sharp. The resident rated her pain {Attachment F332: 1)
as a 10 on a 0 to 10 scale. R28 indicated her
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acceptable level of pain was a 3 - 4 and her goal
was to be 0 -1. The current pain management ]
P g F281 continued:

was listed as oxycodone every 12 hours and

percocet as needed for breakthrough pain that Medication Administration Record of

was effective. currently preseribed medications that
An interdiscipli I o] o have a physician’s order to crush and
n interdisciplinary care plan was implemente crushing i s A
on 1/20/10 for pain related to (facility did not shing Is permissible: Advair Diskus,
Amiodarone, Aspirin, Atacand,

identify). The care plan failed fo identify the

source of the resident's pain and failed to be Citalopram, Furosemide, Lidoderm,

revised when R28 developed a second source of Lipitor, Magnesium Oxide, Metoprolol,
pain. The expected outcome was "Resident Tartrate, Plavix, Polyethylene, Prosource:
name" will verbalize effectiveness by a decrease Powder, Senna, Siriva, Acetaminophen

of pain by rating of one point according fo the pain Alprazolam, Ear Drops, Guituss,

scale within 30 minutes after intervention. This
was not the same goal assessed on the
admission pain assessment of having her pain at

Metoclopramide, Nitroglycerine,
OxyCodone/APAP, and Ventolin HFA.

an acceptable level for 3 -4 with a goal of 1- 2., The following are prescribed and not
Approaches included assessing effectiveness of crushable and are not crushed prior to
pain control relief using 0 - 10 pain scale and administration: N .
record on MAR/24 interdisciplinary progress o bsf dra’:/c]m. Oxybutynin Chloride,
record after 30 minutes. s?r ide ononitrate, Ferrous Sulfate
Ranitidine, and Felodipine ER.

On 1/27/10 the resident was sent to the The following is administered by opening
emergency room to have her left knee evaluated the capsule and expelling contents, but
for swelling and pain. No injuries were iden:[if."leci not crushed: Gabapentin
to the left knee. On this same day the physician _ Oral medications are administered in

added a Lidoderm patch fo the lower back on 12

hours off 12 hours for pain relief. R28 received accordance with Pharmacy guidelines

prn medication for complaints of knee pain on an and/or facility policy which includes the
almost daily basis. At times two 1o three times a exclusion of medications that appear on
day. the “no crush list”, located in the MAR

and/or in accordance with Pharmacy

There was no pain assessment documented for - .
guidelines (Section 6.0; 2. Dose

this new onset of knee swelling with pain. The

facility's policy for Pain Management indicates a Preparation).
new assessment will be done with any new onset
of pain.
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The pain management standards were approved
by JCAHO in July 1999 and the same guidelines
were approved by the American Geriatrics
Saciety in April 2002 which include:

-appropriate assessment and management of
pain; assessment in a way that facilitates regular
reassessment and follow-up; same quantitative
pain assessment scales should be used for inifial
and follow up assessment; set standards for
monitoring and infervention; and collect data to
monitor the effectiveness and appropriateness of
pain management.

The facility failed to use a quantitative pain
assessment fo evaluate the level of pain and
effectiveness of the treatment. The facility failed
to describe the pain and failed to differentiate
between pain sources with individual
assessments.

The facility's pain scale contained in the Pain
Manhagement and Assessment Procedure
documents 0 = no pain, 2 =mild, 4 =
discomforiing, 6 = distressing, 8 = terrible, and 10
= excruciating.

An interview on 3/2/10 at 11 am with a nurse E15
, revealed that the praciice of the facility is fo rate
pain with the scale, give the medication and go
back in about an hour and use the scale again to
rate the pain.

The facility documented pain every shift using the
pain scale on the MAR. For the month of
February 2010 the resident's pain was rated
between 8 -10 for 50 out of the 84 oppoitfunities
or 80% of the fime.

F309| 281 continued:

All residents who experience pain have
the potential to be affected by the same
deficient practice (CR F309).

All residents who receive medications
that are crushed have the potential to be
affected by the same deficient practice.

Licensed staff education regarding ‘
professional standards for pain
management (CR F309), including regular pru/,g
assessments and evaluation of

effectiveness of the interventions.
Licensed staff re-education regarding
medication administration, via crush,
beginning 4/7/2010, to include 4

physician’s order and medications that 1
are indicated as “do not crush”
(Attachment F281: 2). $

Audit of pain management professional’
standard initiated 4/5/2010
{Attachment F281 :3/CR F309).
Audit of medication administration
practice, with regards to crushing,
initiated 3/31/2010
(Attachment F281: 4),

ylatfre
Results of the audit will be submitted to
Director of Nursing and Professional '
Practice Committee of QA/Pi. Further
audit necessity will be determined aftera
3 month time frame.
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During the Month of February 2010 R28 received
G1 doses of prn pain medication (percocet and/or
oxycodone) for breakthrough pain. For 30 of
those doses her pain level was rated ata 10, 11
doses at a level of 8, 10 doses ata level §, 2
doses at a level 7, 3 doses at a level 6, 1 dose at
a level 5 and 4 doses in which the level was nof
documented.

Review of the February 2010 MAR revealed 26
out of 61 prn pain medications (43%) had no
scale used to evaluate the effectiveness of the
medication. For 11 out of 61 (6%) of the pm
medications the resident rated pain after
administration at a 6 - 8 (distressing to terrible}.
The resident's acceptable pain level is 3 - 4.

On 2/11/10 R28's every 12 hour oxycodone dose
was increased from 10 mg to 20 mg for pain. This
was administered twice daily at 9 Al and 9 PM.
On 2/14/10 a heat pack (kmod) was ordered for
use on the resident's lower back to relieve pain.
There was also an order to initiate elecirical
stimulation and biofeedback In therapy.

On 2/21/10 R28 had two falls landing on her
knees. X-rays were obtained but were negative
for fracture. The resident's iwice a day oxycodone
was increased from 20 mg to 40 mg for pain. The
percocet as needed order remained in place and
was requested every 6 hours by R28.

On 2/25/10 at 9 am R28 verbalized pain at a
10/10 and was not due for an as needed dose of
percocet. The nurse called the physician and
obtained a one time order for percocst 5/325 mg
2 tabs now. Later that day the percocet prn was
discontinued and oxycodone 10 mg q 6 hours as
heeded for pain was initiated. The resident

F 309

-

F3009:
R28's care and services includes pain 4[, / 1o
management to attain the highest
practicable physical, mental, and
psychosocial well-being, in accordance
with the comprehensive assessment and
plan of care.

R28’s pain was reassessed beginning on
3/5/2010. Subsequent to the /
assessment(s), the plan of care was
updated and changed beginning !
3/5/2010 to include:

R28's acceptable level of pain was 3-4 out
of 10 {represents “mild”/”discomforting”)
with a pain goal of 0-1 out of 10
(represents “no pain”/“mild”).
Non-pharmaceutical interventions are
exercise {ROM), physical therapy,
occupational therapy, positioning, and
relaxation techniques,

Physician notification with orders
received:

March 5, 2010: Physician orders received
to increase the frequency of PRN
Oxcodone IR from every 6 hrs to every 4
hrs PRN; :
Orders received from Neurosurgeon for
MRI {scheduled for March 19, 2010) with
follow-up; Neurosurgeon
recommendation continuation of physical
therapy.

March 10, 2010: Primary physician
notified and order received for Oxycontin
increase to 60 mg, twice per day. '
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F309 continued:
March 16, 2010: Paxil increased to 40 .
mg, by mouth, daily. Oxycontin increased:

F 309 | Continued From page 18 : F 309
continued with oxycodone 40 mg bid for pain.

From March 1 --March 4, 2010 review of the MAR to 80mgs in morning, continue with 60

revealed 10 doses of prn pain medication was mgs in the evening. Neurosurgeon

administered. Six out of ten doses were f_or pain notified regarding pain, order received

at a level of 8 -10. Two doses of medicaticn had for lumbar MRI

no scated assessment before administration. ' L

Only 2 out of ten doses used the scale to March 18, 2010: R28 physician visit to

evaluate the effectiveness of the medication. orthopedic surgeon results received that
_ include: benign left knee exam and x-

On 3/2/10 a one time order of oxycodone 10 mg rays; mild evidence of £5/51 root

was administered at 11:50 am due fo pain at a irritation-recommendations to continue

10/10 level when the resident was not due for her

ordered prn dose. The 9 PM dose of oxycodone to exercise bilateral lower extremities,

was increased to 60 mg. However, with these frequent short walks, evaluation by
medication adjustments the resident continued to neurosurgeon questionable residual
have pain at a level of 10/10. lower back pain with scar tissue; no i

limitations with follow up in 6-8 weeks.
March 19, 2010: Primary care physician |
notified of pain and new order for Motrin

On 3/3/10 the resident had a EMG of the left
knee. Knee and back x-rays were ordered to be
done on 3/4/10. Follow-up visits with the

orthopaedist and neurosurgeon were scheduled 800 mg, every 8 hours as needed,

for the next week. No results were available at the received. MRI completed.

conclusion of the survey. Use of hot or cold | March 24, 2010: Primary care physician !

Lhe%‘fogn?ggozeen put on hold by the notified of pain with Oxycontin IR 10 mg ‘
) 1 time dose. Neurosurgeon notified of

On 3/4/10 at 9:20 am the resident stated her pain MRI results and pain with new orders

remairied a 10/10 and she had her last dose of received for Medrol dose pack.

prn percocet at 7 am. Appointment made with Neurosurgeon

The facility's pain policy stated that any resident R‘Z;i/hz ggglogo Neurosurgeon

who states or displays svidence of ineffective

pain management the attending physician is to be appointment with no new medication

nolified as well as completion of the appropriate orders received, continue physical
pain assessment. The policy also stated that a therapy, occupational therapy and arder
pain scale rating prior to and after administration to discharge home and follow up with

of an analgesic and as necessary will be

documented to the back of the MAR. pain management physician.
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) Conversations by surveyors with the R28 on

The facility was not using an assessment or pain
scale to determine the level of pain for the
administration of oxycodone bid only for the prn
doses of percocet or oxycodone. There was not
an assessment in place to evaluate the
effectiveness of the routine pain medication. The
facility was also failed to differentiate between the
site of pain and often documented "lower back /
knee" when administering pm pain medication.

2/24/10 and 3/1 - 3/4/10 revealed her pain level
was af a 10. She further revealed that the pain
medications she was on were not giving her relief
and she had fold this fo the doctor last week. She
also stated that the nurses did not always use the {
numerical scale to rate her pain andfor
medication effectiveness. Review of nurses notes
described the residenis pain and frustration with
lack of pain management;

- On 2/24/10 during an interview the resident
stated that her medication had just been changed
from 20 mg to 40 mg (oxycodone BID 2/23) but
has not helped yet. She further stated that she
had told the doctor and the nurses that the
medication was not helping her pain calm down.

- Observation on a medication pass on 2/24/10 at
12:05 PM the resident rated her pain as a 10/10.
Her last dose of prn percocet was at 6:15 am for
pain at a 10/10. There was no documentation of
the relief from that dose. The relief from the 12:05
PM dose was 7/10 (distressing to terrible).

- On 3/1/10 at 2:30 PM the resident told the
surveyor that the pain meds do not give her relief
and she told this to the doctor last week. She also

F309 continued:

March 31, 2010: R28 discharged home.
Beginning March 5, 2010 through March
15, 2010, R28's pain rating prior to
administration of an analgesic averaged 8
out of 10 (8 represents “terrible”,
according to facility pain assessment
scale) and R28's pain rating, after
receiving an analgesic, averaged 3 out of .
10 {3 represents “mild/discomforting”
according to the facility pain assessment |
scale), demonstrating the assessment of
the effectiveness of the medication
administered. _
Beginning March 16, 2010 through March
26, 2010, R28's pain rating prior to
administration of an analgesic averaged 7
out of 10 {7 represents
“distressing/terrible”) on the
assessments documented. R28’s pain |
rating, after receiving analgesic, averaged'
4 out 10{4 represents “discomforting”)

on the assessments documented,
demonstrating the assessment of the
effectiveness of the medication
administered.

March 27, 28, 29, 30, and on date of
discharge, R28 did not require any PRN
medications to manage pain.

R28 did not miss any therapy sessions
due to pain, continued to progress and
meet defined goals up to and including a
tevel of independence to return home
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stated that the pain scale is not always used and
the staff don't always come back to ses if the pain
medication was effective.

- Nurse's note 3/2/10 7:30 am "states constant
pain is starting to get to her...frustrated at
present”.

- On 3/2/10 R28 told the surveyor that her pain
medications were not working. At 11 Al her -
nurse E15, stated that it seems her every 6 hour
prn pain medication was not holding her since
she has had it at 7 am and was going to call the
doctor to ask for something else for pain. The
doctor gave a one time only order for 10 mg of
oxycodone that was administered at 11:50 am.
No documentation could be found to evaluate if
this was effective.

- Nurse's note 3/2/10 11:50 am "patient continues
to have pain current pain management is not
effective for her paln awaiting MD response”,

- Nurse's note 3/2/10 9:40 PM "pain medications
ineffective. patient found crying in bed r/t pain.
(Doctor name) paged".

- Nurse's note 3/2/10 10:11 PM "Doctor returned
phone call. Change in medication dosage
ordered... Patient dissatisfied stating she wants
to speak to doctor re; pain MD made awarg”.

- Nurse's note 3/3/10 8:30 am "Resident
medicated x2 for breakthrough pain this shift.
Staies is effective sometimes, but mostly'it is not.
Stated she was upset about constantly being in
pain and needed something done".

- Nurse's note 3/3/10 8:30 am "concerned about

F309 continued:

which she accomplished on March 31,
2010.

(Attachment F309: 1).

R131’s care and services includes pain
management to attain the highest
practicable physical, mental, and
psychosocial well-being, in accordance
with the comprehensive assessment and
plan of care.

R131’s pain was reassessed, by location,

of care was updated and changed on
3/15/2010 to include:

R131’s acceptable level of pain was 6 out
of 10 {6 represents “distressing”} with a
pain goal of 2 out of 10 (2 represents
“mitd”).

Non-pharmaceutical interventions are
positioning, touch stimulation, relaxation
technigques, and distraction.

Physician notification with new orders:
March 8, 2010: Primary Physician
changed order for Tramadol 50 mg,
previously PRN, now twice per day.
March 9, 2010: Primary Physician
initiated order for Tylenol 650 mg, every
6 hours PRN.

March 11, 2010: Primary Physician
initiated order for Lidoderm patch to
lower back, daily.

on 3/15/2010, to include lower back pain.:
Subseguent to the assessment, the plan .

whlr®
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what is going to happen to decrease pain levels". For the period of March 5 through 30,
{different nurse) 2010, R13%’s pain rating, prior to
) administration of analgesic, averaged
- 3!3!1_0 9:15 am the resic!ent was obse_rved with 4.75 out of 10 {4.75 represents
tears in her eyes, complained about pain and “discomforting”) on the assessments

medications not working and was upset the.
physician never came in to talk to her last night
about her pain.

documented. R131’s pain rating after
recelving analgesic averaged 1.5 out of 10
(1.5 represents “No Pain”/”Mild) on the

- Nurse's note 3/3/10 8:58 PM "Doctor in to see assessments documented. f
patient tonight to discuss pain...No new orders.
Will see how oxycodone increase works and will
continue fo reassess pain”

R131 did not miss any therapy sessions |
due to pain, continued to progress and

- Nurse's note 3/4/10 8:35 am "Oxycodone IR meet defined goals up to and including
given x 2 this shift and had some effect for pain. “met maximum rehabilitation potential”
Resider!t states she nee(js something else but will on March 23, 2010 when she was

wait until seeing ortho Friday”. discharged from skilled therapy.

- On 3/4/10 at 9:20 am the resident stated her (Attachment F309: 2}, |

pain was a 10/10. Her last dose of oxycodone 10

mg prn was af 6:50 am (no effect documented) All residents experiencing pain and/or |
and her routine dose of oxycodone 40 mg was at receiving physician ordered pain
9 am. She stated the doctor increased her @ PM medication have the potential to be

oxycodone to 60 mg on 3/2/10 but she was still

waiting to see the effect of it affected by the same deficient practice.

Staff (all) education on pain management;

- Review of therapy notes and inferview with to be initiated by 3/30/2010
therapy staff E9 and E10 3/4/10 E‘eveaied that {Attachment F3009: 3).
R28 participates in therapy despite her pain Licensed staff (RNs and LPNs) will be

issues. The resident was working on ambulation, ) ) .
transfers, and muscle strengthening. The resident educated on revised Pain Management

did complain of not feeling well 3/2/10 and Policy and related forms(Attachment
returned to her room before the end of the F309: 2) beginning 4/5/2010

therapy session. Therapy has been usihg (Attachment F309: 4).

electrical stimulation to help with the pain. :

Audits of pain management will be 4/0.‘,,/10

i i i 3/10
An interview with the ADON E3, on 3/3/ completed on a weekly basis beginning

revealed that the facility had become aware of the

Facility ID: DE0G20 If continuatien sheet Page 22 of 36
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F 309 | Continued From page 22 ' F 309| F309 continued:
increased pain in the last week and called to get 4/5/2010 {Attachment F309: 5). Staff
an earlier appointment with the surgeon. ;(—rgxys of will intervene to correct any issues
the knee and back were also ordered to be done identified at the time of audit.

on 3/3 or 3/4/10.
Results of the audit will be submitted to

An interview with the physician E18 an 3/8/10 at

1:30 PM revealed that R28 was a post-op shori Director of Nursing and Professional 4/&*/ (o
term rehabilitation patient that had been back o Practice Committee of QA/Pl. Further .
the orthopaedic doctor 3 times since admission audit necessity will be determined after a

for pain to knees and back with no resolution. All
testing so far has only shown degenerative joint
disease. Pain medications have been increased
several fimes. At this point he has her on
oxycodone 60 mg bid and 156 mg prn g 4 hours
for pain. His worry now is overdose of medication
with these significant increases. He stated that
her pain complaints may be exaggerated based
on her lack of response to the significant
medication increases. He stated that when she
finishes her work up with the orthopedist and the
neurosurgeon and completed her therapy rehab
she may need to be seen by a pain management
specialist.

3 month time frame.

Although the facility initially assessed R28's lower
back and knee pain and implemented new
interventions for pain management, the facility
failed o reassess and monitor the effectiveness
of these interventions as it related to the
resident's goals and current standards of practice.
From 2/24/10 - 3/3/10 nurses notes document
the resident's ongoing concerns about pain and
lack of physician accessibility to the resident. The
facility failed to communicate with the physician
when the resident's pain was not adequately
managed. Due to these multiple failures, R28 was
found to be in terrible to excruciating pain during
the survey.
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2. R131 was originally admitted to the facility on
2/1/10 from the hospital with diagnoses including
low back pain, ambulatory dysfunction, and
urinary tract infection. The admission and 14 day
Minimum Data Set (MDS) assessmenis dated
2/8M10 and 2/15/10 noted R131 did not have any
impairment in daily decisicn making and
experienced moderate intensity of pain less than
on a dally basis in her back.

Review of the admission pain assessment dated
2/1/10 indicated R131 was experiencing pain In
her right hip and could verbalize pain on a scale
of 0-10 and R131's acceptabie level of pain was
"6" and her goal for pain control was "2."

A care plan for pain related to arthritis and chronic
back pain implemented on 2/1/10 stated expected
outcomes included aliernative methods of pain
management would be assessed for and utilized
through the confinement. In addition, R131 would
verbalize effectiveness of the infervention by
decrease of pain rating by one point on the pain
scale. Interventions included staff fo assess for
level of pain using 0-10 pain scale, every shift if
patient/resident complains of pain or receives
analgesics. Although R131 conveyed her
acceptable ievel of pain and goal for pain conirol,
the care plan failed to incorporate this into the
care plan.

Review of the February 2010 MAR revealed R131
requested and was administered a total of 32
doses of Tramadol 50 mg. by mouth for
complaints of pain. Cut of the 32 doses, pain
scale to assess for the effectiveness of the
medication was only utilized for seven
administrations. In addition, the assessment
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failed to include the location of the pain for which
the medication was given.

Review of the facility ' s policy titted ™ Pain
Management and Assessment" indicated
through a collaborative interdisciplinary approach,
effectiveness of pain management will be
assessed on an ongoing basis.

Review of physicat therapy (P.T.) note dated
2/24/10 documented that R131 was unable fo
folerate standing due o right hip pain.

Review of the "Subacute fransduction team care
plan conference” note dated 3/1/10 lacked -
evidence that pain interventions were discussed
even though R131's level of pain, as noted on the
2/24M10 P.¥. note was impacting her ability to
participate in therapy.

Additional review of P.T. note on 3/2/10
documented that R131 was unable to participate
in therapy due o right hip pain on a pain scale of
I|‘6.ll

The current pain management standards by the
American Geriatrics Society includes:

- appropriate assessment and management of
pain; assessment in a way that facilitates regular
reassessment and follow-up; same quantitative
pain assessment scales should be used for initial
and follow up assessment; set standards for
monitoring and intervention; and collect data to
monitor the effectiveness and appropriateness of
pain management.

Although the facility thoroughly assessed R131's
right hip pain on admission and implemented
interventions, the facility failed to reassess and
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monitor the effectiveness of R131's pain R34 no longer resides at this facility.
management interventions as it related to . R28's care plan was reviewed and o
resident's goals and current standards of practice. updated on 3/4/2010 with goals for gl4lt
Above findings were reviewed with administration insomnfa to include non-pharmaceutical
on 3/4{10 at approximately 2:25 PM. : interventions . Resident 34’s stated care
F 329 | 483.25(]) DRUG REGIMEN IS FREE FROM F 328] plan goals include “(R34) will verbalize
ss=D | UNNECESSARY DRUGS increased sense of well being and feeling

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
dupilicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents whao use antipsychotic
drugs recelve gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIRENMENT is not met as evidenced
by: '

Based on record review and interview it was
determined that for two (R34 and R28) out of 33

rested” and “{R34) will sleep 7-8 hours
during nighttime thru the next review”.
Non-pharmaceutical interventions i
included: 1. As able, determine normal
sleep patterns and establish goals for
rest/sleep accordingly; 2. Assist to
pasition of comfort for sleep, reducing
noise and light in the environment; 3.
Encourage participation in physical
activity during daytime hours as tolerated
to expend energy and ready for sleep; 4.
Avoid interruptions of sleep during the
night as much as possible.
Pharmaceutical interventions include: 1.
Administer medications as prescribed for |
insomnia. Assess benefit and for any side
effects-medications: Trazadone 50 mg g
hs PRN for sleep. Physician’s order on
3/4/2010 increased the Trazadone
dosage from 25 mg q hs to 50 mg g hs
(Attachment F329: 1). For the period of
March 5, 2010 through March 30, 2010,
R34 received Trazadone 50mg for
insomnia 21 times in 26 days during the
period of March 5, 2010 to her discharge
on March 30, 2010(81%). Of these, 19
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residents In the sample, the facility failed to
ensure adequate moniioring and indication for the
use of medications was present. The facility
failed to adequately monitor the use of R34's
anti-anxiety medication Xanax. The facility failed
to monitor R28's use of Trazodone for insomnia.

Findings include:

1. Review of R34's February 2010 Medication
Administraticn Record (MAR) revealed the
resident received eight doses of Xanax 0.23 mg.
(milligram) as needed on 2/8/10, 2/10/10, 2/11/10,
2112110, 2/13/10, 2/14/10, 2/21/10, and 2/22/10.
The effectiveness of the medication was noted on
the back of the MAR as positive effect.

Review of the facility's policy on monitoring
behavior symptoms titled "Behavior Infervention
Monthly Flow Recerd Documentation" revealed
that all residents who use psychoaciive
medication will have their behavior symptoms
documented on the "Behavior/intervention
Monthly Flow Record {BIMFR)." Additionally, the
facility will utilize this flow record to monitor
potential side effects of the medication.

Record review lacked BIMFR documentation for
February 2010, Interview with the Nurse
Supervisor (E7) on 3/3/10 at approximately 10
AM revealed that R34 did not have any behavior
symptoms in which the facility was monitoring
eventhough the resident was receiving Xanax as
needed. In addition, an interview with the
assigned Certified Nursing Assistant (E8) on
3/3/10 at approximately 12 noon revealed that
R34 was not being monitored for any behaviors.

Interview with the Unit Manager (E3) on 3/4/10 at

administrations had good effect which
met the care plan goal {90%).

All residents who receive antipsychotic
drugs have the potential to be affected
by the same deficient practice.

All residents’ drug regimen that includes
antipsychotic drugs will be audited ,
beginning 3/31/2010 to ensure that they: 4//4/10
are free from unnecessary drugs: dosage:
(including duplicate therapy), duration,
monitoring, indications for use, and
adverse consequences (Attachment F329:]
3). Licensed staff (RNs and LPNs) will
intervene to corvect any variancesto
policy.

Staff education (RNs, LPNs, C.N.A.s, Sociall
Services, Activities) Behavior Intervention’
Monthly Fiow Record (BIMFR) policy and ; ‘m qllo
documentation {Attachment F329: 4).
Staff education (RNs and LPNs) on drug ;
regimen standards of practice to include |
symptoms as an indication for the use of’
medications, dosage (including duplicate
therapy), duration, adequate monitoring
for effectiveness and side effects,and !
adverse consequences |
{Attachment F329: 5). |
Audits will be completed on a monthly |
basis, beginning 3/31/2010. Staff will
intervene to correct any issues identified
at the time of audit '
(Attachment F329: 6).
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‘| am and cannot sieep during the night. The nurse

Continued From page 27

approximately 16 AM confirmed that the facility
failed to adequately monitor the use of Xanax for
R34.

2. R28 had a physician's order dated 2/16/10 for
Trazedone 25 mg by mouth every evening as
needed for insomnia.

Trazodone was administered 11 times in
February but only documented on the back of
MAR with a reason @ times. Only 4 times did the
nurse document whether or not the medication
was effective. Trazodone was changed to 50 mg
on 3/2/10 and administered on 3/2/10 and 3/3/10
with no evaluation of the effectiveness.

R28 did not have a care plan for insomnia.
Interview with the resident on 3/1/10 revealed that
she was taking trazodone for sleeping but it did
not wark. She stated she was up a lot at night and
goes between the chair and the bed all night due
to pain and inability to sleep.

An Interview with nurse E15 on 3/2/10 at 11 am
revealed that R28 has fold her she wakes up at 3

stated she would talk fo the doctor about this
concern.

There was no evidence that non-pharmaceutical
interventions were attempted or in place. The use
of Trazodone was not evaluated for effectiveness
each time it was used.

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

D PROVIDER'S PLAN OF CORREGTION s}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE CDI\@{TE"ETION
TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
F 329/ £329 continued:
Results of the audits to be reviewed at
mont.hly performa!nce lmproyement l{/"?gm
meetings, Professional Practice
Committee. Further audit necessity will
be determined after a 3 month time
frame.
¥
F 332
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rrompagese F332:
This REQUIREMENT is not met as evidenced R34 has a physician’s order, dated
by: 2/26/2010, stating, “All medications that
Based on medication administration observations, can be crushed may be crushed”. I o
staff inferviews, clinical record reviews and review (Attachment F332: 1) 5[15 {

| E23 stated-that the resident "gets all medications

of the facility's policy and professional references,
the facility failed to administer medications with
an error rate of less than 5%.

Findings include:

Multiple medication administration observations
were made on 2/23/10, 2/26/10 and 3/2/10, for a
total of 10 residents, on alt 3 nursing units, with
multiple nurses. There were 52 opportunities
observed with 3 errors, resulting in an error rate
of 5.77%. :

Observation of medication pass for R34 on
2/26/10 at 10:05 AM, by E23(RN), revealed that
the resident was fo receive medications that
included:

1} Felodipine ER (extended release) 5 mg
(milligram) tab. (tablet) SR 24H (hour) 1 tab by
mouth every day

2} Isosorbide Mononitrate F/C 30 mg tab. SR
(sustiainad release) 24H, 1 tab by mouth every
day for hypertension '

3) Klor-Con M10 10 meq (millequivalents) tab
PRT SR, 1 tab by mouth every day for '
supplement

crushed™ and proceided to crush all of the
medjcations, except the Gabapentin 300
milligram capsule, The medications were then
mixed into pudding. Then E23 opened a
Gabapentin capsule and mixed the contents into
the pudding/medication mixture and administered

Medication Administration Record of
currently prescribed medications that
have a physician’s order to crush and
crushing is permissible: Advair DiskUs,
Amiodarone, Aspirin, Atacand,
Citalopram, Furosemide, Lidoderm,
Lipitor, Magnesium Oxide, Metoprolo,
Tartrate, Plavix, Polyethylene, Prosource!
Powder, Senna, Siriva, Acetaminophen, |
Alprazolam, Ear Drops, Guituss,
Metoclopramide, Nitroglycerine,
OxyCodone/APAP, and Ventolin HFA.
The following are prescribed and not
crushable and are not crushed prior to
administration: Oxybutynin Chloride,
Isosorbide Mononitrate, Ferrous Sulfate '
Ranitidine, and Felodipine ER.

The following is administered by opening
the capsule and expelling contents, but
not crushed: Gabapentin.

Oral medications are administered in
accordance with Pharmacy guidelines
and/or facility policy which includes the
exclusion of medications that appear on
the “no crush list”, located in the MAR
and/or in accardance with Pharmacy
guidelines (Section 6.0; 2. Dose
Preparation).
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the mixture to the resident with & spoon. 332 continued:
Review of the 2/10/10 signed physician's orders All n?si-dents whose drugs are
verified that the medications listed above were to administered through crushing have the
be administered but did not reveal an order to potential to be affected by the same
crush the medications. deficient practice. ‘,
Revi ¢ the MAR revealed that each of these An audit of ali residents who receive i
eview of the I - .
medication entries included precautions against crushed medications will be begin by l
chewing and crushing. The Klor-Con entry on the 3/31/2010 for physician order and proper s
MAR indicated that it may be mixed in water. medication administration in compliance 4/;47[ |
These medicafions were also included on the "Do with “no crush list” and Pharmacy .
Not Crush” list located on the back of the MAR guidelines {Attachment F332: 2).
binder. Identified variances will be corrected at |
the time of the audit by licensed staff.
During an interview on 2/26/10 at 2:30 PM, E23
when informed that the above listed medications RN and LPN re-education on medication 9 I /0
should not have been crushed prior to administration for crushed medications L{/I

administration and that they were Included on the
"no crush list” in the MAR binder, the employee
indicated that he did not know there was a "no
crush list" in the MAR binder and went to the
binder to look for it.

During an interview on 2/26/10 at 2:30 PM, the
Pharmacist (E25)stated that the (above listed)
pilts should not have been crushed since they are
sustained release or extended release.

During an interview on 2/26/10 at 2:30 PM, the
Charge Nurse (E24) and Education Coordinator

| (E5) indicated that the pills should not have been

crushed.

During an interview on 3/1/10, the Director of
Nursing (E2) was informed that the administered
medications listed above were crushed. VWhen
asked, indicated that the facility utilizes standard

beginning 4/5/2010
(Attachment F332: 3).

Monthly medication administration
audits beginning 4/19/2010 for proper
RN/LPN technigue and practice,
according to physician order, and facility
policy (Attachment F332: 4).

Results of the audit will be submitted to
Director of Nursing and Professional
Practice Committee of QA/Pl. Further
audit necessity will be determined aftera
3 month time frame.

df 1ajro
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references to include the "Omnicare Manual, the
Nurse's Guide to Drugs and the Physician's Desk
reference" for medication Administraticn.

Review of the "Omnicare, Inc. Policy #6.0
General Preparation and Medication
Administration" dated 12/18/06, reveled
"Applicability, This Section 6.0 sets forth the
procedures relating fo general dose preparation
and medication administration.”

"2. Dose preparation. 2.7 Facility staff should not
crush oral medications without a
physician/prescriber ' s order. Facility staff should
crush oral medications only in accordance with
Pharmagcy guidelines and/or Facility policy."

Review of the "PDR 2009 Edition of the Nurse's
Drug Handbook" revealed the following:

1) Felodipine - "Take medication whole and not
to crush or chew the tablets.”

2) Klor-Con - "Swallow tabs whole - may break
in half and dissolve in 4 ounces of water."

Review of the "Nursing 2010 Drug Handbook”
found on the Garden Unit, marked with "1st floor"
revealed the following:

1) Felodipine - "Give drug whole, don't crush or
cuf tablets."

2) Klor-Con - "Don't crush sustained-released
forms

3) Isosrbide -"...swallow oral fablets whole."

F 425 | 483.60(a},(b) PHARMACEUTICAL SVC - F 425
ss=D | AGCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to its residents, or cbiain
them under an agreement described in
§483.75(h) of this part, The facility may permit

T
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F 425 | Continued From page 31 F 425 ’
unlicensed personnel to administer drugs if State E425:
law permits, but only under the geneial . . .
. ; No residents received the expired
supervision of a licensed nurse. o 1j1o
P medications identified. 3/'3 l
A facility must provide pharmaceutical services Medications were immediately removed
(including procedures that assure the accurate as they were identified as expired.
acquiring, receiving, dispensing, and '
?hdemrlgféirg]fgegiﬁg; lilc?:n?nd biologicals) to meet All residents have the potential to be
) affected by the deficient practice. |
The facility must employ or obtain the services of Audit of all medication storage areas
a licensed pharmacist who provides consultation conducted on 3/31/2010 {Atfachment .
on all aspects of the provision of pharmacy F425: 1) with staff intervention to correcti
services in the facility. any issued identified at the time of the |
audit. j
i
Staff education beginning 4/5/2010 on .
This REQUIREMENT is nof met as evidenced audit procedures and proper surveillance’ LII]Qlﬂ’
Ey: ’ b o, staff inervi 4 revi of medications in all areas where
ased on observation, staff interviews and review N d
of facility policy, it was detsrmined that facility me"'“;t“’“staF':zsst_";e
failed to ensure the timely identification and (Attachmen £ 2)
removal of expired medications from the ctirent
supply of non-expired medications stored in the Audits will be completed on a weekly
first floor medication room. basis beginning 4/7/2010 of all i /7 /(o
. . medication storage areas
T : ‘
he findings include {Attachment F425: 3). :
Observation on 3/1/10 at approximately 2:15 PM o ) !
in the first floor nursing unit medication room, Resulis of the audit will be submitted to |=
accompanied by nurse E22(L PN}, revealed Director of Nursing and Professional | Jro
expired medications stored in the medicafion Practice Committee of QA/PI. Further li e
;ifglgerator and on the medication "overflow audit necessity will be determined after a,
) 3 month time frame. '
The medication refrigerator contained the
following expired medications:
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1) One - 10 ounce bottle of Magnesium Cifrate
with an expiration date was 7/2009. The bottle
had a large amount of tan colored sediment at the
bottom.
2) One - 10 ounce bottle of Magnesium Citrate
with an expiration date of 11/2009.
3) One - 5 milliliter vial of Influenza virus vaccine
(Fluvirin) had an expiration date of

6/30/2009. The vial contained a small amount
of vaccine,

The Overflow shelf in the medication room
contained the following expired medication:

1) One (Albuterol) inhaler with an expiration date
of 12/2008 and labeled with the name of R25
mixed in with non-expired medications with
individual residents names on the labels.

During an interview with E22 at the time of the
observation verified the medications were
expired. The employee stated that the "Pharmacy
is responsible for checking expiration of
medications in the medication room." The
employee further stated that the facility had no
established schedule for the medication rocom fo
be checked for expired medications.

Interviews with the first floor unit Charge Nurse
(E24) and the Education Coordinator (E5) on
311110 at 2:45 verified that there was no
established routine schedule to ensure that the
medication room was checked for expired drugs.
The Charge Nurse indicated that the nurses
check the expiration dates when they administer
medications. :

Review of the facility policy dated 12/18/06
revealed the following:
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"Omnicare, Inc. Policy #5.3 Storage and
Expiration Dating of Drugs, Biologicals, Syringes
and Needles" with applicability to "LTC (Long
Term Care) Facilities Receiving Pharmacy
Products and Services from Pharmacy” indicated:

"3. The facility should ensure that drugs and
biological that: (1) have an expired date on the
label; 2} have been retained longer than
recommended by manufacturer or supplier
guidelines; or 3) have been contaminated or
deteriorated, are stored separate from other
medications until destroyed or returned to the
supplier.”

13, The facility shouid destroy or return all
discontinued, outdated/expired, or deteriorated
drugs or hiological in accordance with Pharmacy
return/destruction guidelines.”

| "4. Facility personnel should inspect nursing
station storage areas for proper storage
compliance on a regularly scheduled basis."
F 441 | 483.65 INFECTION CONTROL, PREVENT
S5=D | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed fo provide a
safe, sanitary and comfortable environment and
fo help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Gontrol
Program under which i -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and

-

F 425

F441:

F 441

same deficient practice.

policy.

£9, responsible for transporting R167 to .
therapy, received immediate (2/24/2010), 2/3”1{0
documented re-education from this
incident (Attachment F441: 1).
Disciplinary action was implemented for |
repeated infraction of same incident on
3/1/2010 {Attachment F441: 2).

All residents, staff, and facility visitors
have the potential to be affected by the

Infection Control re-education of all staff
who would transport residents that are
on contact precautions {RNs, LPNs, o
C.N.As, Therapy, Activities) beginning 4/ { ‘i/ !
4/5/2010 (Attachment F441: 4) as
indicated by facility infection control

3
v

E3/i/l°
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(3) Maintains a record of incidents and corrective
actions related fo infections.

(b) Preventing Spread of Infection

(1) When the infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff fo wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
fransport linens so as fo prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews and review of
other facility documentation, the facility failed to
provide a safe, sanitary, and comfortable
environment, to prevent the development and
transmission of disease and infection for one
{R167) out of 33 residents sampled. Findings
include:

R167 was observed on 2/24/10 at approximately
10:35 AM wearing personal protective equipment
gown and gloves and béing transported by
therapy department staff (E9) who also had on
both gown and gloves. E9 proceeded to use the

An audit of staff practice (RNs, LPNs,
C.N.A.s, Therapy, Activities) will follow l,!/ﬁ /l s
education for return demonstration and
skill proficiency in the transportation of
residents that are on contact precautions
(Attachment F441: 5).

Audits will be completed weekly,
beginning 4/1/2010 (Attachment F441:
6). Staff will intervene to correctany |
deficient practice at the time of the audit. 44975’/ (0
Results of the audit will be submitted to
Director of Nursing and Professional
Practice Committee of QA/PL. Further
audit necessity will be determined after a
3 month time frame,
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gloved hand to activate the button for the
-elevator. Subsequetit observation of R167 on.
3/1/10 at approximately 11:15 PM revéaled R167
‘| being trahsported in.a wheelchair by E9 who had
gloves on and proceeded to activate the- button
for the elevator

An interview w:th a staff filifse (E13) on 2!24!10 at
approximately 11 AM revealed that R167 was on’
contact préecaution due to an abdominal wound
infection with Vangomy¢in Resistant ,
Enterococeus (VRE) organism. :Review of R167's
March 2010 Physician's Order Sheet noted &n
order for contact precaution for VRE.

Review of facility's. policy titled “Contact _

Precautionis Protocol” indicated for transpoiing

| resident, “immediately:before leaving roomm with
“the resident, remmove.gown and gloves at doorway
and discard m trash.can. Cleari hands " -

: Interwew wﬁh the- Pregrarh Dirsttor of T’hefaf;y
(E10) on 3/3/10 4t approximately 2 PM confirmed
that above palicy was hot followed by the facility
staff, thus, failed to help prevent the develaprent
and transmission of the d[sease and infection.
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